Introduction
============

For individuals with serious mental illness (SMI), timely access to community services at discharge from hospital or emergency departments is particularly critical.[@b1-ppa-11-919],[@b2-ppa-11-919] In fact, costs for SMI are an estimated \$317 billion annually in the USA.[@b3-ppa-11-919] This translates to an estimated \$1,000 per year for every man, woman, and a child in the USA.[@b3-ppa-11-919] As the health care system moves progressively toward a "pay for performance" reimbursement model, it will become increasingly important to ensure continuity of care and engagement in the long-term management of these illnesses. Coordination between inpatient and outpatient clinics increases initial outpatient attendance, and case management can improve this coordination.[@b4-ppa-11-919]--[@b9-ppa-11-919] However, beyond this, little is known about post-acute psychiatric transitional care. In particular, it is not known whether transitional services can affect patients' long-term engagement in care, attitudes toward care, or empowerment as health care consumers.

In April 2012, we launched a novel transitional care clinic (the TCC) for post--acute psychiatric patients in Bexar County (San Antonio), Texas, with the goal of improving linkage to outpatient care and improving engagement in maintenance mental health care through patient-centered services. The TCC is designed to offer more rapid intake and access to services than the local community mental health service system and provides treatment for up to 90 days until the individual can be connected to existing services. Services include medication management, care coordination, and a variety of evidence-based psychotherapies.[@b10-ppa-11-919] Treatment ends with ensuring that the person makes a successful transition to longer-term facilities in the community.

In this context, we examined a traditional standard care (SC) approach versus engagement-focused care (EFC) during transition for individuals with SMI. EFC had two components not typically found in transitional care models: 1) an access group intake process and 2) shared decision-making (SDM) coaching for patients.[@b11-ppa-11-919]

The impetus for access group in which up to eight patients are seen together versus individual intake was the need to get individuals into intake appointments as rapidly as possible. When individual intakes are scheduled with show rates hovering below 50%, slots fill quickly and patients end up being scheduled out months following discharge. In the mean time they have no access to a psychiatrist or other prescribers to refill medications and are presenting at emergency services and inpatient facilities. Moreover, the access group process allows the TCC to prioritize patient needs. For example, some individuals have not filled a prescription they received from the hospital because they cannot pay for medication. A social worker is their most immediate need to assist them with getting their medication as soon as possible. Other patients come from emergency rooms where they were not prescribed medications; many of these individuals need an appointment with a psychiatrist or other prescriber as soon as possible. Still other individuals are heading into crisis and need rapid access to appointments for psychotherapy. The access group process allows needs to be prioritized and each person to get what they need most as quickly as possible. Recent research at the TCC suggested that while individual intakes are rated slightly more favorably by patients, both services are rated good or better and patients are very willing to have an access group if it decreases the wait for services.[@b10-ppa-11-919]

SDM was included to improve patient engagement. SDM is rarely used in transitional programs. Patients who feel they are playing an active role in their treatment typically have better engagement and outcomes than patients who experience themselves as passive recipients of care.[@b12-ppa-11-919]--[@b14-ppa-11-919] Unfortunately, across diagnoses and conditions, patients more typically engage with providers in a passive manner, and lack of engagement is related to poor follow-through with prescribed regimens.[@b15-ppa-11-919],[@b16-ppa-11-919] Poor treatment follow-through has severe consequences for individuals immediately following hospitalization or crisis care, often leading to recidivism and decreased quality of life.[@b17-ppa-11-919]

The use of SDM in psychiatry has received support through the New Freedom Commission on Mental Health (2003), and other recent government policy reports.[@b18-ppa-11-919]--[@b21-ppa-11-919] SDM may be of particular benefit in SMI because of the high incidence of poor treatment follow-through. SDM represents a nonthreatening approach to clarifying motivations and options for improving quality of life. Adults with SMI frequently make competent and prudent treatment decisions.[@b22-ppa-11-919],[@b23-ppa-11-919] Also, despite some behavioral passivity, patients with SMI express strong desire to be informed about their illness and treatment options, and to be active participants in their treatment decisions, a slightly higher desire than expressed by patients in primary care.[@b24-ppa-11-919]--[@b28-ppa-11-919] Patients making the transition from hospital to community care want to be active participants and get more information about illness and treatments than they are currently getting.[@b10-ppa-11-919]

We hypothesized that individuals in EFC would be more likely to attend their TCC intake appointment than those in SC. We hypothesized that those in EFC would report significantly greater SDM in their TCC psychiatrist/prescriber visits, greater attendance at post-intake appointments, greater attendance at post-TCC mental health follow-up appointments, and greater quality of life than those in SC. Primary outcomes were patient-reported quality of life and attendance at mental health services postdischarge.

Methods
=======

Setting
-------

The study was conducted in a university-run TCC funded in part by a charitable grant from the Methodist Health Care Ministries and by a Medicaid 1115 Waiver. The research study was reviewed and approved by the University of Texas Health Science Center San Antonino's Institutional Review Board. The TCC was designed to address a shortage of providers resulting in patients being rehospitalized and getting repeated care from emergency departments. The TCC provides treatment for up to 90 days until the individual can be connected to existing long-term services. The TCC initially received referrals from two area inpatient psychiatric hospitals and emergency departments, but early in this trial, this rapidly expanded to eight area hospital and emergency departments in Bexar County.

Design
------

Prior to the start of randomization, all physicians and residents at the TCC were trained in SDM in a 1.5-day seminar. This session was taped and 1-hour refreshers on SDM were held at least once every 6 months during the trial.

In this comparative effectiveness trial, there were two phases of recruitment. In the first phase, patients were recruited at the hospitals referring to TCC. Due to significant logistical problems with this, including opening TCC referrals to many more facilities, and many patients signing consent never attending the TCC, we began recruiting just prior to the TCC intake at the TCC. Because of this change in recruitment, our first hypothesis regarding show rates at intake could be examined only with the first recruiting phase in a subset of patients. For recruitment in the hospital, patients were approached by university research staff credentialed at participating sites in accordance with the Health Insurance Portability and Accountability Act (HIPAA) requirements, told about the program, and asked to sign informed consent. They were then randomized using a computer program that scheduled them for SC or EFC. For recruitment at the TCC, patients were approached by research staff after a group orientation to the clinic and asked if they would verbally consent to randomization into individual or access group. Following the intake, the ones who had agreed verbally to randomization were then asked if they would be willing to consent to the study as a whole including all assessments and the SDM component if offered. All participants signed a written consent form approved by the University of Texas Health Science Center's Institutional Review Board, and procedures were consistent with internationally recognized standards for ethical conduct of human research. Randomization was 2:1 EFC:SC due to resource availability for individual intakes.

All patients received medication follow-up, case management, in-home services, and psychotherapy as recommended by their intake and treatment team. After intake, individuals were given a baseline assessment and followed for \~9 months. Formal assessments were repeated at 3 months (the modal treatment termination time at the TCC) or TCC discharge and 6 months following discharge from the TCC. In addition, attempts were made at each visit with a psychiatrist or other prescriber to have both patients and providers rate the process of the visit. Finally, calls to track service utilization after discharge from the TCC were made monthly.

Participants
------------

One thousand three hundred seventy-seven individuals who were consecutive admissions (to psychiatric units \[n=45\] or to the TCC following hospital discharge \[n=1,332\]) were approached for participation from 08/2014 to 11/2015. Of these 1,377, 465 signed informed consent. All patients were over the age of 18, had SMI, and were able to give informed consent. There were no exclusion criteria.

Treatment groups
----------------

### Standard care

An individual intake was conducted post--hospital discharge, and a follow-up appointment with a prescriber was scheduled for a first available slot, \~1 week following intake. Medication management, group and individual psychotherapy, care coordination, and access to home visits to assist with medication management and daily structure were provided as needed.

### Engagement-focused care

Patients participated in access group post-hospital discharge to accommodate individual needs. Multiple patients (up to 17 per day) were scheduled at the same time and date using a HIPAA-compliant, web-based referral system that allows hospital staff to give appointments and upload collateral. Patients who showed up for their appointment participated in a brief orientation to the clinic (making appointments, parking, and so on) conducted by a patient navigator. Meanwhile, the access team that typically includes a psychologist or psychology intern, social work student, and medical student read hospital collateral in another room. Next, members of the access team met with a small group of patients (n=3--8), speaking individually to each member for 5--10 minutes depending upon the size of the group to understand reasons for hospitalization and hospital course, to determine current needs, and make a preliminary patient-directed plan. Following the group, while patients remained in the group room, the access team met in another room together with a scheduler to make appointments that were discussed with patients for all TCC services. Same-day appointments with prescribers were available for those in most acute need and others received appointments based upon the amount of medication they had left and clinical considerations (eg, medication not working well). Patients were then checked out individually, which is usually a 5-minute process to go over the plan. This procedure is described in detail elsewere.[@b10-ppa-11-919]

### SDM coaching

Also included in EFC was an SDM coach who met with the patient prior to and sometimes following appointments with the prescriber. Visits lasted anywhere from 15 minutes to an hour depending upon needs and patient availability. The coach worked with the patient to identify goals for their session with the prescriber and helped them learn a simple acronym for their role called TAC-Review (Tell, Ask, Choose, Review and Research). The coach role-played with the patient difficult-to-discuss topics and offered access to videos of patients with similar conditions and SDM tools that identify the pros and cons of different treatments.

All individuals in EFC received medication follow-up and other services based on need similar to those in SC.

Assessments
===========

Quality of life
---------------

Quality of life was measured by the Quality of Life Interview (QOLI).[@b29-ppa-11-919] The QOLI is a 45-minute structured interview that assesses subjective satisfaction and objective factors (ie, functioning, access to resources) in the domains of family, social relations, leisure activities, finances, legal/safety issues, work/school, and health. It is one of the most psychometrically sound instruments for assessing quality of life in mental illness.[@b30-ppa-11-919] We examined the mean of all subjective items to emphasize the patient perspective as one of our primary outcome variables.

Treatment engagement
--------------------

There is low consensus on definition and measurement of treatment engagement.[@b31-ppa-11-919],[@b32-ppa-11-919] Our primary metric was behavioral attendance at treatment appointments because this can be reliably measured and is correlated with clinical change.[@b33-ppa-11-919],[@b34-ppa-11-919] Our primary measure of treatment engagement was attendance at mental health visits postdischarge from the TCC. Other metrics for engagement were also examined. For individuals recruited at the hospital (Phase I of recruiting) we examined the proportion in each group that came to their initial intake appointment. For all patients we examined engagement by looking at the proportion of postintake appointments kept versus those scheduled for all services at the TCC (other than SDM coaching visits) based upon data from the electronic medical record.

Symptomatology
--------------

To characterize the sample and examine changes in symptoms over time we used the Expanded Brief Psychiatric Rating Scale (BPRS),[@b35-ppa-11-919] a 24-item interview-based measure that captures a range of psychiatric symptoms rated on 7-point Likert scales. These scales are summed to yield a total score.

Insight
-------

Insight was assessed using the abridged Scale to Assess Unawareness of Mental Disorder (SUMD)[@b36-ppa-11-919] consisting of the items assessing awareness of having a mental disorder, awareness of the need for medication, and awareness of social consequences resulting from any mental disorder. Lower scores indicate better insight into these aspects of the illness.

Service utilization
-------------------

Monthly calls to patients were conducted using a brief version of an interview adapted from the NIMH Epidemiologic Catchment Area Program[@b37-ppa-11-919] and the HIV Cost and Services Utilization Study.[@b38-ppa-11-919] This abridged version of the survey has been used in multiple published studies.[@b39-ppa-11-919],[@b40-ppa-11-919] Rates of negative service utilization outcomes including rehospitalization for mental health, presentation at emergency or crisis services for mental health, and incarceration were examined by treatment group based upon monthly calls. All occurrences of these events were totaled for each patient across the follow-up period.

Shared decision making
----------------------

Measurement of SDM is complex because it involves two parties, their interaction, and their perceptions of one another. Additionally, there are individual differences in the degree of information and participation that patients prefer, and, in psychiatry in particular, symptom experiences and cognitive deficits may affect patients' ability to participate in SDM independent of their desire or the skill of the practitioner. For these reasons, aspects of SDM were assessed using several measures.

Control preferences scale
-------------------------

Patient preference for participation in the SDM was assessed at baseline and follow-up using the Control Preferences Scale (CPS).[@b41-ppa-11-919] This scale presents patients with five cards that each present a statement describing a different role in decision making. Statements include: 1) I prefer to make decisions about which treatment I receive; 2) I prefer to make the final decision about my treatment after seriously considering my doctor's opinion; 3) I prefer that my doctor and I share responsibility about which treatment is best for me; 4) I prefer that my doctor makes the final decision about which treatment will be used but seriously considers my opinion; 5) I prefer to leave all decisions regarding my treatment to my doctor. Cards are presented to the patient in pairs in a prespecified order (2, 4, 3, 1, and 5) until the five statements are rank ordered. The reliability and validity of this method have previously been established.[@b41-ppa-11-919]

Matched-Pair Instrument
-----------------------

Patient and prescriber ratings of in-session communication were obtained following visits with the prescriber using the Matched-Pair Instrument (MPI).[@b42-ppa-11-919] The MPI is a dyadic instrument consisting of 19 statements that assess the content and process of a prescriber's communication skills from each member's perspective. Each skill on the MPI is rated on a 5-point scale with higher scores indicating stronger agreement with the statement. A version is completed by the prescriber and a version is completed by the patient immediately following the encounter. A difference score between provider and patient ratings was calculated. The absolute value of this score reflected the average distance between patients and providers in their perceptions of communication during the session.

### Patient satisfaction and intent to participate in treatment after discharge from the TCC

All participants completed a face-valid feedback questionnaire addressing various domains of their treatment experience on a series of seven-point Likert-type scales ranging from completely dissatisfied to completely satisfied. Items were adapted from a measure used in a recent study of an SDM decision aid by Woltmann et al.[@b43-ppa-11-919] In addition, patients rated their intent to participate in post-TCC mental health care on a five-point scale ranging from "definitely want future mental health care" to "definitely do not want future mental health care."

Engagement in follow-up care
----------------------------

Based upon monthly telephone calls, we examined the percentage of patients who participated in mental health treatment in the month following discharge from the TCC versus those who did not.

Treatment blinds
----------------

In an effort to maintain treatment blinds, all participants were asked at the beginning of each assessment not to divulge information about any visits at the TCC. If blinds were broken, alternative raters blind to group assignment completed the remaining assessments.

Data analysis
-------------

We examined distributions for normality and homogeneity of variance and used transformations where necessary to meet the assumptions of the statistical models. In cases where distributions could not be normalized, we used nonparametric statistics. All patients with a baseline assessment and at least one post-baseline assessment were included in intent-to-treat analyses. We examined group differences in subjective quality of life, BPRS symptomatology, satisfaction with treatment, and difference scores on the MPI over time (3 months and 6 months post-treatment) by treatment group (EFC, treatment as usual) using mixed-effects regression with repeated measures (SAS PROC MIXED) (SAS 9.3 2011; SAS Institute Inc,. Cary, NC, USA). Baseline scores were used as covariates in the models. For percentage of appointments kept, Wilcoxon tests were used. For count data (eg, service utilization occurrences) X^2^ testing was used.

Results
=======

Dropout and demographics
------------------------

Between consent and first assessment, 139 were lost to follow-up and did not participate in the study assessments. Of the 326 participating in assessments, 147 subjects were male and 179 were female. One hundred sixty were Hispanic, 135 were Anglo, 24 were African-American, 3 were Asian, and the remaining individuals were of mixed ethnic background. Mean age of participants was 38.0 (standard deviation \[SD\] =12.0). At baseline, mean level of symptomatology as rated by the expanded version of the BPRS was 53.7 (mean =53.7; SD =11.6).

[Table 1](#t1-ppa-11-919){ref-type="table"} presents the demographic and baseline variables by treatment group. There were no statistically significant group differences with respect to demographic or baseline data with one exception. Individuals randomized to EFC were slightly younger than those randomized to SC (t=3.92; *P*\<0.05). There were no significant differences in demographics or symptom variables for participants dropping out after baseline assessments versus those who continued participation and had baseline and at least one follow-up assessment (all *P*\>0.20) with one exception. The one difference was that a greater percentage of non-Hispanic white participants dropped out before receiving a second assessment than did Hispanic participants (55% vs 38%; X^2^ (1) =6.41; *P*\<0.01).

The consort diagram appears in [Figure 1](#f1-ppa-11-919){ref-type="fig"}. There was no significant difference between treatment groups with respect to dropout rates following randomization with 31.85% dropout in SC and 28.90% in EFC (X^2^ (1) =0.43, *P*\>0.51).

In EFC, 135 out of 219 patients (62%) participated in SDM appointments with the coach at least once. A total of 273 visits were delivered. On average, patients in EFC had 28.8 minutes of SDM coaching. Problems in delivery of SDM included that patients did not show up early enough to attend appointments or did not have time to stay after seeing the doctor for SDM appointments. The most common needs patients expressed were for reassurance that the doctor wanted them involved in the decision-making process and role-playing difficult scenarios (eg, discussion of sexual side effects of medication).

Primary outcomes
================

Quality-of-Life Inventory
-------------------------

The mixed-effects regression model examining subjective quality of life from the QOLI yielded significant effects of group (F (1,216) =4.14; *P*\<0.04) and nonsignificant effects of time (F (1,132) =2.31; *P*\>0.13) and group by time (F (1,132) =0.32; *P*\>0.56). An inspection of means indicates greater improvement of quality of life in EFC than in SC with this difference remaining consistent across the follow-up period. [Figure 2](#f2-ppa-11-919){ref-type="fig"} depicts means derived at specified time points by treatment group.

Engagement in mental health services
------------------------------------

With respect to engagement in mental health services following treatment at TCC, our primary measure of engagement, we examined data from the first call survey following TCC discharge. Approximately 61% of all patients were engaged in mental health services following discharge from the TCC. These numbers were nearly identical for both treatment groups and the difference was not statistically significant (X^2^ (1) =45; *P*\>0.50).

As a secondary measure of treatment engagement we compared the proportion of visits kept while in treatment at TCC by group. Results revealed that in standard treatment 80.4% (SD =27.5) of all appointments were kept and in EFC 85.4% (SD =22.7) were kept. This difference did not reach statistical significance but there was a strong trend in one-tailed testing, which was more in line with the hypothesized results (*P*\<0.054).

For the subset of patients recruited from inpatient units we examined the likelihood of presenting to TCC intake by group. Participants scheduled for individual intakes in SC attended intake in nearly identical proportion to those scheduled for Access group (X^2^ (1) =11; *P*\>0.73).

Secondary outcomes
==================

Shared decision making
----------------------

Baseline scores on the CPS are presented in [Figure 3](#f3-ppa-11-919){ref-type="fig"}. Results indicated that about 26% of patients wanted mostly active roles in the decision-making process with a smaller role for the input of the prescriber. Roughly 22% of patients wanted a primarily passive role, with the doctor having the largest say in decisions about care. The majority of patients, about 52%, wanted a mostly collaborative process with fairly equal roles for themselves and the prescribing professional. Examined in another way these data suggest that 91% of patients in transitional care want to have at least some say in decisions about their treatment.

We examined changes in the CPS from baseline to post-treatment by categorizing patients into two groups: 1) unilateral decision making (wanting to make all or most decisions themselves or wanting the doctor to make all or most decisions); or 2) collaborative decision making (categories in which both the provider and patient had a say in decisions). In X^2^ analysis, there were not significant differences from baseline to follow-up regarding these preferences (X^2^ (1) =0.03; *P*\>0.78). Analyzing all categories produced the same result, suggesting that preferences for level of decision making desired were fairly stable in this sample (X^2^ (5) =5.29; *P*\>0.38).

In addition, we were interested in whether patients and providers came to see communication during visits more similarly on the MPI over time and by treatment group. The mixed-effects regression model examining mean difference on the MPI between patient and provider on ratings of in-session SDM parameters indicated a nonsignificant effect of group (F (1,272) =0.41; *P*\>0.52), a significant effect of time (F (6,437) =3.70; *P*\<0.002), and a nonsignificant group-by-time interaction (F (6,437) =0.27; *P*\>0.55). An inspection of means shows that in both groups, patients' and providers' ratings of how the session went got closer over time ([Figure 4](#f4-ppa-11-919){ref-type="fig"}).

Symptomatology
--------------

We investigated changes in symptomatology over time by treatment group as important background against which to interpret other study results. Results of mixed-effects regression on the BPRS total score indicated no significant effect of group (F (1,216) =12; *P*\>0.72) or group-by-time interaction (F (1,216) =04; *P*\>0.84) but a significant effect of time. Inspection of means indicates that patients improved in terms of symptomatology over time while in treatment at the TCC (F (1,133) =3.95; *P*\<0.05) irrespective of group.

### Patient satisfaction and intent to participate in treatment after discharge from the TCC

Patients at the TCC rated satisfaction as very good. In SC, overall treatment satisfaction was 6.4 (SD =0.87), and in EFC it was 6.1 (SD =1.0). Results of a Wilcoxon test indicated that this difference was statistically significant (Z =2.85; *P*\<0.004).

Ninety-six percent of patients in EFC and 90% in SC reported intent/desire to keep their post-TCC appointments for mental health care. This was not a significant difference according to Fisher's exact test (*P*=0.19).

Service utilization
-------------------

In the 6 months postdischarge from the TCC, 41% of the patients in SC and 35% of the patients in EFC had at least one hospitalization, crisis visit, or incarceration. The difference between groups did not reach statistical significance (X^2^ (1) =0.49; *P*\>0.48).

Discussion/conclusion
=====================

EFC, which involved getting individuals into treatment rapidly and helping them to communicate better with their provider using an SDM coach, appears to improve subjective quality of life for patients. This improvement may be related to issues such as taking a more active role in their treatment or feeling more comfortable expressing preferences with providers. This finding is consistent with preferences expressed by individuals in transition from inpatient settings to care in the community.[@b11-ppa-11-919] This difference could not be attributed to differential symptom change within the two treatment groups. Both groups improved over time in terms of level of symptomatology and there were no treatment group differences. It is important to note that while treatment satisfaction at the TCC in general was \>6 on a 7-point scale, individuals in EFC had slightly lower treatment satisfaction. It may be that focusing on SDM and on getting what you want out of visits with a prescriber created slightly more awareness of dissatisfaction.

There were no differences in engagement for individuals receiving EFC versus SC on our primary measure of engagement, attending treatment postdischarge from the TCC. However, there was a strong trend for patients in EFC to have higher show rate at subsequent TCC visits than those in SC. Small group differences in engagement may be due to our state-of-the-art SC at the TCC, which focuses on engagement and providing a warm hand off to follow-up services.[@b10-ppa-11-919] It was interesting to find that virtually identical numbers of patients showed up for access group and individual intake when recruitment took place at the hospitals. This indicates that an access group appointment is not a disincentive for people to attend an initial follow-up visit after hospitalization, and the process allows sooner scheduling, accommodating more individuals. Access group could be an important model for overburdened services.

Baseline preferences for SDM vary considerably among patients. However, even in this population in post-acute transitional care, the vast majority of patients want to be either equally involved or have the primary say in decisions about their care. Additional research on ways to make this possible is important. There is almost no research focused on tailoring SDM coaching to the type of decision making preferred by the client. About two-thirds of the patients make use of SDM when available, but session times had to accommodate patient schedules, occurring either before or after visits, for between 15 and 60 minutes depending a lot on patient factors such as time, transportation, and content of session. It is also interesting that patients and providers have more discrepant views regarding their dyadic communication during treatment sessions early in the course of treatment and tended to view sessions more similarly over time. This is possibly a consequence of getting to know one another and understanding more about how communications are intended by the other person in the dyad.

There were multiple limitations to the current study. There was a high dropout rate, which is consistent with a population just following acute crisis. Moreover, by recruiting the vast majority of patients from those already coming to the TCC who were likely already more engaged in care, it is likely that the differences between EFC and SC were diminished. Training all clinicians in SDM prior to the trial may have also limited our ability to find group differences. However, many residents and psychiatrists believe that they are doing SDM without fully understanding the impact of the power differential and other factors involved in interactions with their patients. We trained all staff as a minimum of what should occur in standard practice. Overall, EFC was not so different in our TCC except with respect to the important dimension of patient subjective quality of life. The TCC is a state-of-the art treatment program focusing on engagement. The models followed by the TCC in general in comparison to SC in the community could be investigated in further research. Ways of tailoring SDM to preferences of patients for their level of involvement may be important to investigate in future research.
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###### 

Demographic and outcome variables at baseline

                                                                              Engagement-focused care (n=219)   Standard care (n=107)
  --------------------------------------------------------------------------- --------------------------------- -----------------------
  Mean age                                                                    37.1 (SD =11.4)                   39.9 (SD =13.1)
  Male, %                                                                     44 (n=96)                         48 (n=51)
  Brief Psychiatric Rating Scale total score                                  54.0 (SD =12.7)                   53.7 (SD =11.6)
  Non-Hispanic white, %                                                       41 (n=89)                         44 (n=46)
  African American, %                                                         6 (n=14)                          10 (n=10)
  Hispanic, %                                                                 52 (n=112)                        46 (n=48)
  Asian, %                                                                    1 (n=2)                           1 (n=1)
  Other/mixed, %                                                              1 (n=2)                           2 (n=2)
  Quality of life mean score                                                  3.9 (SD =1.1)                     3.8 (SD =1.1)
  Scale to Assess Unawareness of Mental Disorder mean score (first 3 items)   1.8 (SD =0.9)                     1.7 (SD =0.8)

**Abbreviation:** SD, standard deviation.

[^1]: Dr John Kliewer passed away on April 5, 2017
